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11.1 Additional Payment for Nominal Charge Hospitals 

Any  New  Jersey  acute  care  hospital  that  has  been  recognized  by 
the  New  Jersey  Medicaid  program  as  a  nominal  charge hospital for 
three  prior  years,  and  which  has  had  a  Medicaid  fee-for-service 
utilization greater  than 30 percent  in its first  finalized  cost  report for 
the hospital's fiscal year  ending  during 1995, shall  be  eligible to 
receive  enhanced  payments  for  providing  inpatient  services to New: 
Jersey Medicaid and  New  Jersey  FamilyCare-Plan A fee-for- 
service  beneficiaries. 

Effective for  services  rendered  after  July 21, 2000, interim 
payments shall be made in equal  lump  sum  amounts  according to a 
monthly  schedule,  based  on an estimate of  the total enhanced 
amount  payable to a  qualifying  hospital,  subject  to  cost  settlement. 

Final enhanced  payments  shall be determined at  cost  settlement, 
and  shall be calculated  as  follows: $2,150 per  Medicaid inpatient 
day,  adjusted by a  volume  variance  factor (the ratio of expected 
Medicaid  inpatient  days to actual  Medicaid  inpatient  days for the 
rate  year)  and  subject to a pro  rata  adjustment so that the total 
enhanced  per  diem  amounts  are  equivalent to the total annual 
State  and Federal funds  appropriated in the  amount of $52 million. 
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